CHICAGO NEUROLOGICAL SOCIETY. 

November 17, 1904 

The President, Dr. Sydney Kuh, in the Chair. 

Probable Multiple Sclerosis, with Suspicious Family History .—This 
case was presented by Dr. L. Harrison Mettler. The patient was 32 years 
of age, married ten years, and had had two children, both well. The wife 
had been perfectly well. There was no neuropathic history, except as fol¬ 
lows: The paternal grandparents were first cousins; the paternal uncle, 
aunt and the patient’s father were congenital deaf mutes; the patient’s 
mother was rendered a deaf mute in childhood from scarlet fever, and he 
himself was the weaker of twins. He had the childhood diseases without 
sequelae, and denied specific infection, living a moderate life, and was 
perfectly well up to the time of his marriage. 

Eight years ago he first noticed the beginning of his trouble, when 
he was taken with a relatively sudden numbness in one hand, and later 
on, in the leg of the same side. He dragged his numb foot for quite a 
time. Patient subsequently had two attacks of numbness, paresis, weak¬ 
ness and dragging of his foot, and his condition grew worse each time. 
His wife described his speech as difficult and delayed, “as though he had 
his mouth full, and jerky.” Dr. Mettler said he did not show much of this 
difficulty. 'No headache, no pains, no sensory symptoms, no bladder trouble. 
A year ago last August he had a third similar attack. The patient’s eye¬ 
sight had been unaffected until recently. There was some slight paleness 
of the disk in July. The mental condition was stated to be of the markedly 
depressed, melancholic type. 

Dr. Chas. Mix said that the patient showed a paralysis of the left 
internal rectus, a little adduction of the foot, hardly any paresis, but much 
spasticity, and that his extensors were stronger than his flexors. The 
right pupil was suspicious. These irregularities were important points in 
establishing a diagnosis. Dr. Mix added that of the four cardinal symp¬ 
toms of disseminated sclerosis three were absent, and asked if there were 
any possibility of optic neuritis or optic atrophy. 

Dr. Chas. Lodor raised the question of the condition of the vascular 
system, and said that the heart skipped every third or fourth beat, that 
there was a murmur heard at the apex of the heart, and a decided aortic 
click. The radial artery on the right side was certainly very much harder 
than is usual at 32 years, and that there was a marked sclerosis, such as is 
seen in the secondary stages of syphilitic troubles. 

Dr. Harold N. Moyer thought the diagnosis of multiple sclerosis pre¬ 
sented the highest possibility, though the case was not typical. He further 
said that the disseminated scleroses do present some of the most extraordi¬ 
nary pictures at times, and a great many things pointed to that diagnosis 
in the case presented. One point was the mental and emotional state. 
Nothing clearly excluded multiple sclerosis. That he had combined 
degeneration the history, the progress and the clinical picture made evi¬ 
dent, and for reasons stated, Dr. Moyer believed multiple sclerosis was the 
far more probable lesion. Its distribution in any given case determined 
the symptoms largely, and diagnosis was often not possible for years after 
the commencement of the disease. 

Dr. Sydney Kuh said that it seemed to him that the diagnosis lay be¬ 
tween two things: either a disseminated sclerosis or else syphilis of the 
central nervous system, and while all the symptoms might occur in both, 
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they would be more likely in syphilis than in disseminated sclerosis. The 
condition of the pupils would be more likely to occur in sclerosis. This 
patient had an irregular pupil. The early occurrence of sensory disturb¬ 
ance, the early appearance of bladder symptoms, the contrast between the 
very slight rigidity and the spastic gait suggested the possibility of syph¬ 
ilis. There could be no possible harm in gentle, moderate antisyphilitic 
treatment, and good might come of it. 

Dr. Specht said that this had been done six years ago, and carried on 
for months. The patient had had potassium iodide, 10-15 grains, three 
times a day for months, followed by the iodide of mercury, a considerable 
dose, for some time. He seemed to get better at times, but the gain 
apparently could not be attributed to the remedies. 

Dr. Mettler brought up the question as to whether any reliance might 
be placed upon the family history, and whether it might be a factor in 
producing the patient’s present condition. It seemed so to him. There 
was a degenerative condition running through the family, or at least there 
were defectives. Dr. Mettler did not think the man had syphilis, and closed 
the discussion by saying that he was especially interested in the pathological 
side. It had been laid down that multiple sclerosis is absolutely non- 
hereditary, yet a few cases have been reported where mother and daughter 
had multiple sclerosis, and a number have been reported where heredity 
played a striking role, bringing the disease in the class of degenerative 
troubles, and some have thought that there were two conditions, and one 
of these a family type. Five cases were reported in one family. Taking 
everything into consideration, Dr. Mettler thought that if the diagnosis 
be correct, there may be something in heredity that might change the 
hard-and-fast rule enunciated. 

Progressive Bulbar Palsy, with Beginning Amyotrophic Lateral Scle¬ 
rosis. —This case was presented by Dr. Julius Grinker. who said that the 
patient was 58 years old and had not been able to speak for some time, 
though his intelligence was good. Some time after the dysarthria had ap¬ 
peared the man had experienced difficulty in swallowing, particularly liquids. 
This condition had grown worse, so that life was maintained by ingesting 
small quantities of food at short intervals. The patient had frequently 
to assist the bolus of food with the finger or spoon towards or into the 
pharynx. Choking spells were not unusual with him. Of late he com¬ 
plained that his head had become so weak that he was compelled to hold 
it up with his right hand to keep it from falling forward. 

The patient was an old man of medium height, with head resting upon 
his sternum and chin somewhat inclined toward the right. Saliva con¬ 
stantly dribbled from his mouth and could be seen in streaks upon his 
clothing. The mouth appeared as a large transverse fissure, devoid of ex¬ 
pression, and in marked contrast with the upper portion of the face, which 
showed numerous wrinkles. The tongue lay passively on the floor of the 
mouth and could not be protruded. It was corrugated, somewhat atro¬ 
phied and of a peculiar velvety feel. He was not able with any amount 
of exertion to touch his cheek with his tongue, and could barely lift it 
from the floor and place it above his lower teeth. For practical purposes, 
the tongue was motionless. The lips were rather thin and flabby and 
stood wide apart. A request to pout his lips as in kissing or whistling 
elicited no response. Upon requesting him to say “Ah,” the pillars of the 
fauces seemed inactive, but upon tickling his uvula there was some re¬ 
sponse, and a reflex obtained on tickling his fauces. A laryngoscopic ex¬ 
amination discovered the vocal cords in the cadaveric position. The mus- 
cles of mastication appeared weak, the right sterno-mastoid atrophied, and 
the left had almost entirely disappeared. The extensors sustained the entire 
weight of the head. The special senses were uninvolved, and there was no 
sensory disturbance of any kind. The deep reflexes of the upper and 
lower extremities were markedly exaggerated. Upon tapping the chin a 
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jaw clonus was elicited, which was better felt than seen. There was 
well-marked generalized atrophy of the upper extremities. The shoulder 
muscles were weak, and there was a cervico-dorsal kyphosis. Unaided, the 
patient could not succeed in undressing himself. The thenar eminence of 
the left hand was markedly flattened, as well as the palm of that hand, 
while the right hand showed a similar atrophy in the hypothenar eminence. 
There was an extensive scar on the left hand, the result of an injury re¬ 
ceived several years ago, which he claimed to be responsible for the weak¬ 
ness of that hand. A dynamometer registered 60 in the left hand and but 
20 in the right. Besides the sterno-mastoid muscles, the trapezii were 
atrophied in the upper portion; the deltoids, the biceps and triceps, the left 
supraspinatus, the right infraspinatus and'the right pectoral were all more 
or less atrophied. The gait was about normal, but the left foot occasionally 
scraped the floor. Some stiffness in the left ankle joint was said to be 
the result of rheumatism, which would probably account for this scraping. 
The Babinski phenomenon could not be obtained, and no appreciable dimi¬ 
nution of strength could be detected in the lower extremities. Fibrillar 
tremor in shoulder and arm muscles could occasionally be seen. There 
was no reaction of degeneration, but a decided quantitative reduction of 
both currents in the tongue, lips and mastoid muscles. The pulse was 90 
to the minute. 

To summarize, Dr. Grinker said this was a slowly progressive bilateral 
affection of the motor nuclei in the medulla, involving principally the hypo¬ 
glossal, spinal accessory glossopharyngeal, lower facial and probably some 
portion of the trigeminus and vagus. He said that an interesting question 
arises as to whether this be the disease described by Duchenne as glosso- 
labio-laryngeal paralysis, commonly called progressive bulbar palsy, as a 
distinct entity; or, was the symptom-complex, progressive bulbar palsy, 
but the beginning or end of some other disease? Progressive muscular 
atrophy, pseudo-bulbar palsy, apoplectic bulbar palsy and amyotrophic lat¬ 
eral sclerosis were to be considered. Against progressive muscular atrophy 
would be the presence of exaggerated reflexes everywhere, and the ab¬ 
sence of the reaction of degeneration in the paretic muscles. Apoplectic 
bulbar palsy has a sudden onset, and inclines toward a hemiplegic dis¬ 
tribution. Pseudo-bulbar palsy might produce exaggerated reflexes and 
a picture resembling the case presented, but there was no history of two 
different attacks, and the bulbar palsy was complete, while in the pseudo¬ 
bulbar variety the palsy is never complete, and some disturbance of the 
intelligence is the rule. Pontine tumor could also be excluded on account 
of the absence of tumor symptoms. In amyotrophic lateral sclerosis there 
is involvement of both the central and peripheral neurones, either in the 
cord or in the medulla oblongata, or in both. Though it usually begins in 
the cervical cord and later extends upward, it may begin in the medulla 
oblongata and extend downward. 

In the case presented there was masseter clonus, exaggerated re¬ 
flexes, and weakness of muscles in the upper extremities and shoulder 
girdle, the paretic muscles reacting to both currents fairly well. This 
would indicate that the central portion of the nuclear representation in 
the medulla must be involved in addition to the nuclei themselves, as 
well as the pyramidal tracts and their continuation in the anterior cornual 
cells. The diagnosis of amyotrophic lateral sclerosis with a bulbar beginning 
appealed to Dr. Grinker as the most logical, although the amyotrophic 
lateral sclerosis was still in the developing stage. 

Multiple Cerebral Gummata. —Dr. James B. Robb showed sections of a 
brain containing multiple gummata and reported the history of a case, 
saying that the patient, a laborer, had begun to show symptoms three 
weeks before death, and that his condition was attributed to a fall which 
had produced a slight scalp wound. Following the injury, the patient 
had complained of headache, talked irrationally, was unable to eat or 
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sleep, was suspicious, imagined he was pursued, saw objects on the walls, 
talked to himself, walked unsteadily and vomited at times. The doctor 
said no history of previous illness nor of venereal infection was obtained. 

Examination showed a heavily-built, well developed young man, who 
walked to the hospital, but with an uncertain, staggering gait; excited and 
irrational, so that restraint was necessary. The temperature was sub¬ 
normal, the pulse slow, 58, irregular in time and volume. Respirations 
were stertorous and irregular, approaching the Cheyne-Stokes type. The 
heart and lungs were normal. The abdomen showed no abnormalities, 
the liver and spleen not being palpable. There was a scar on the left side 
of the glans penis. No spasms or paralyses were observed in face or 
extremities. The cremasteric and plantar reflexes were present. The 
patellar reflexes were not obtained, probably on account of the difficulty 
arising from the patient being in constant motion. The posterior cervical 
and cpitrochlear glands were not palpable. No deviations nor nystagmus 
was observed in the eyes, but the right pupil was larger than the left. 
Examination of the fundus showed bilateral choked disk of extreme 
degree. 

The patient sank into coma and died in less than 24 hours after en¬ 
tering the hospital. Permission to examine the chest and abdomen post¬ 
mortem could not be obtained, but the brain was removed and revealed 
the following: 

Marked congestion of all the vessels of the meninges; moderate dila¬ 
tation of the ventricles with a clear fluid. On the mesial surface of the 
left frontal lobe, 3 c.m. behind the frontal pole and c.m. below the 
upper, was a nodule measuring IV> c.m. along the mesial surface and 7 
m.m. transversely. It was entirely in front of the corpus callosum, firm in 
consistency, of the same color as the white matter of the brain, appar¬ 
ently covered by pia, and everywhere displacing the cortex and separated 
from it. Eight c.m. in front of the left occipital pole on the inferior aspect 
of the lateral surface was another globular subpial nodule, 1 c.m. in 
diameter, answering in all respects to a description of the first. Seven 
and a half c.m. in front of the occipital pole on section on its anterior as¬ 
pect, 5 m.m. below the external surface, was a firm, grayish area, which 
extended 17 m.m. inwards and measured 13 m.m. from above downward. 
It was directly connected with the brain substance, but quite sharply 
circumscribed, and interrupted a sulcus which extended 5 m.m. inward from 
the inner portion of the nodule. The bottom of this sulcus was located 2 
c.m. from the posterior horn of the lateral ventricle. This section was a 
vertical one made 7 m.m. behind the opening of the aqueduct of Sylvius 
into the fourth ventricle. Just below and external to this was a firm, glob¬ 
ular supial nodule 7 m.m. in diameter, resembling the first two above 
described. Sections before and behind that just described showed the 
greatest porterior measurement of the largest tumor to be not more than 
15 m.m. One section 7 c.m. behind the frontal pole, going through the an 
terior commisure. extending from the bottom of the Sylvian fissure upward 
and outward as far as the external capsule, showed a dark, grayish-white 
area, quite sharply outlined and soft, measuring 17 m.m. in length and 4 
m.m. in breadth, bordered above by the lenticular nucleus and below by the 
gray and white matter of the temporal lobe. Nothing was seen of this area 
5 m.m. in front of or behind the section described. 

Microscopic examination of the tumors showed typical syphilitic gum- 
mata with endarteritis and periarteritis of all the meningeal vessels adjacent 
to them. Several sections taken from various parts of the brain where no 
gross lesion existed showed the presence of a universal endarteritis and 
periarteritis, both in the meninges and cerebral cortex. 

The case was of interest, first, on account of the classical symptom-com¬ 
plex of brain tumor, no one symptom except focal manifestations being 
absent; second, the pronounced character of the symptoms and the rapid 
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course as contrasted with the insignificant gross lesions, which might have 
conceivably been overlooked had the history been absent at post-mortem; 
third, the fact that the man died of a curable disease, the diagnosis made 
by the physician in charge having been delirium tremens. 



